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This matter having been opened to The Court by the parties; and the parties having

indicated they have no objection to the form and entry of the within Order; and good cause

appearing;

m’.
ITIS onthis &' day of Mmwavh 2019,

ORDERED:

The Plaintiff Profile Form and authorizations attached hereto as Exhibit A are hereby

adopted for use in this litigation,

a.

MEI 28512677v 1

This Order shall govern: (1) all cases transferred to this Court, including those
cases subsequently transferred; and (2) all cases directly filed in this MCL.

For any casc filed or transferred prior to entry of this Order (“Group 1 Cases”™),
Plaintiffs shall serve completed Plaintiff Profile Forms, executed authorizations,
and responsive materials within sixty (60) days of the entry of this Order. For
cases filed or transferred after the date of this Order, the Plaintiff Profile Form,
executed authorizations, and responsive materials shall be served within sixty (60)
days of the filing of the Defendants’ Answer.

Pursuant to the agreement of the parties, all Plaintiff Profile Forms and
corresponding authorizations, along with any responsive documentation, shall be
completed, signed where applicable, and served electronically  to

NIPHYSIOMCL@butlersnow.com and physiomcl@fleming-law.com.

Every Plaintiff is required to provide Defendants with a Plaintiff Profile Form that
is substantially complete in all respects to the best of the Plaintiff’s knowledge,
answering every question in the Plaintiff Profile Form, even if a Plaintiff can

answer the questions in good faith only by indicating “not applicable.” If a
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MEE 28512677v.1

Plaintiff is suing in a representative or derivative capacity, the Plaintiff Profile
Form shall be completed by the person with the legal authority to represent the
estate or person under legal disability.

The Plaintiff Profile Form shall be completed without objections as to the
question posed in the agreed upon Plaintiff Profile Form, This section does not
prohibit a Plaintiff from withholding or redacting information from medical or
other records provided with the Plaintiff Profile Form based upon a recognized
privilege. If information is withheld or redacted on the basis of privilege, Plaintiff
shall provide defendants with a pl'i\)ilege log that complies with the Rules
Governing the Courts of the State of New Jersey simultaneously with the
submission of the Plaintiff Profile Form.

Contemporaneous with submission of the Plaintiff Profile Form, each Plaintiff
shall transmit via eméil, dropbox, or other FTP upload, copies or clectronic files
of all medical records in their possession, custody, or control (including any
medical records in their attorney’s possession) related to the claims and/or alleged
injuries in their case, including, but not limited to, records that sup};ort product
identification.

Contemporaneous with submissio11 of the Plaintiff Profile Form, each Plaintiff
shall transmit via email, dropbox, or other FTP upload, signed authorizations,
which are attached to the Plaintiff Profile Form, Plaintiffs who are not making a
claim for iost wages, lost earning capacity, and/or lost future earnings do not need
to sign or return the authorizations related to IRS records, employment records, or

education records. If an individual Plaintiff is not claiming mental anguish which
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necessitated psychiatric treatment due to' alleged Physiomesh injuries and not
claiming that (s)he sought mental health treatment (including treatment for
anxiety/depression) due to alleged Physiomesh injuries, then that Plaintiff is not
required to sign or return the psychiatric authorization; provided however, that
Defendants' reserve the right to rcque'st such an authorization to collect such
records if they have a good faith basis to believe such records should be produced
in that case.

The signed authoriz‘ations shall be undated and the recipient line shall be left
blank. These blank, signed authorizations constitgte permission for a third-party
records vendor retained by the parties to obtain the records specitied in the
authorizations from the records custodians. In the event an institution, agen.cy, or
medical provider to which a signed authorization is presented refuses to provide
responsive records, the ipdi\;iduai Plaintiff’s attorney shall attempt to resolve the
issué with the institution, agency, or medical provider such that the necessary
records are prompily provided. Any records that pertain to psychiatric related
care, whether by a .psychiatrisi or psychologist, shall first be available to counsel
for the Plaintiff who shall have 10 days to assert a recognized discovery objection
and/or privih;:ge and notify both the vendor and counsel for the requesting

Defendants, with an appropriate documentation of the discovery objection with

specific reference(s) to page(s) and/or portion(s) thereof and/or a privilege log, in

accordance with Case Management Order No. 5 (Records Collection). Absent
notification within 10 days of the assertion of such an objection or privilege, the

vendor shall then provide the records to the requesting Defendants. Signing an
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authorization for release of mental health ireatment records shall not constitute
waiver of an_y\r claim of discovery objection or privilege or any other legal
protection for such records L_mder applicable law. The provisions of Case
Management Order No. 5 (Records Collection) shall apply to such records. The
authorizations provided by Plaintiff become null and void when his or her case is
resolved, and any use of the authorizations beyond that date is prohibited.

The Plaintiff Profile Form will not be interpreted to limit the scope of inquiry at
depositions nor will it affect whether evidence is admissible at trial.  The
admissibility of information in the Plaintiff Profile Form is governed by the New
Jersey Rules of Evidence, and objections to admissibility are not waived by virtue
of the completion and service of a Plaintiff Profile Form.

Plaintiff is under a continuing obligation to timely supplcmént or amend Plaintiff
Profile Forms and responsive documentation.

In any case where a deposition of the P}aintiff is scheduled, Plaintiff must submit
any supplement and/or amendments, to the extent applicable and to the extent the
material is within the Plaintif’s or his/her attorney’s possession, at Jeast 21 days
before the date of Plaintiff's deposition. If the Plaintiffs deposition is set to
occur in less than 21 days from the time it is scheduled, then Plaintiff shall submit
any such supplements and/or amendments as soon as practicable but no less than
5 business days before the date of Plaintiff’s deposition.

Any Plaintiff who undergoes revision surgery or other surgical procedure related
to .the claims at issue in the case after completing and serving a Plaintiff Profile

Form must complete and serve an updated Plaintiff Profile Form (including
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providing any additional responsive documentation) within 90 days after the date
of the surgery or 90 days after Plaintiff's counsel becomes aware of such surgery
or procedure, whichever is later.

Any Plaintiff who fails to fully comply with the requirements above shall be
provided notice of such failure by email and mail from Defendants’ Counsel to all
counsel of record on the case, and shall be provided 14 additional days to cure
such deficiency (“Cure Period”) to be calculated from the receipt of such notice of
deficiency from counsel for the Defendants. If Defendants’ notice of failure is
related to a deficiency regarding information provided in the Plaintiff Profile
Form, as opposed to Plaintiff’s failure to provide a Plaintiff Profile Form
whatsoever, Defendants shall state with particularity in Defendants’ notice to
Plaintiff why Defendants believe the information in the Plaintiff Profile Form is
deficient. Defendants shall also be required to make themselves available by
email or phone to meet-and-confer to clarify any alicgedlinfo?mation deficiencies.
Any Request for an e.ictensign ‘of time to serve the Plaintiff Profile Form,
authorizations and responsive documents and/or any request for an extension
of the deﬁciency cure period should be submitted to Defendants via email to

NIPHYSIOMCL(@butlersnow,.com.

If a Plaintiff fails to cure a deficiency within the Cure Period set forth in
section m. above, Defendants may seek permission fo file a Motion to Compel
(if Plaintiff Profile Form information deficiency) or a Motion to Dismiss (if

Plaintiff has failed to provide a Plaintiff Profile Fi Orim).
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p. Plaintiff shall thereafter have 14 days to file a Response to the Motion and show
good cause why the information is sufficient, the case should not be dismissed, and/or why less
drastic sanctions other than dismissal are wairanted. Defendants may file a Reply Brief within
7 days of Plaintiff’s Response. Any failure by Plaintiff to respond to the Motion within the
speciﬁed period shall result in dismissal of the case.

q. This Case Management Order shall apply to each member related case previously
transferred to, or filed in this Court. In cases subsequently filed in this Court, it shall be the
responsibility of the Parties to review and abide by all pretrial Orders previously en‘tered by the

Court. The Orders may be assessed through the New Jersey State Court Electronic Filing

System. /@,LLV . () ( |

IONQRABLE JOHN C. PORTO, 1.5.C,

ME] 28512677v.1
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SUPERIOR COURT OF NEW JERSEY
LAW DIVISION: ATLANTIC COUNTY
MASTER CASE NO. ATL-L-2122-18

CASE NO. 627
Civil Action

IN RE PHYSIOMESH LITIGATION
(Flexible Composite Mesh)

PLAINTIFF PROFILE FORM

In completing this Plaintiff Profile Form, you must provide information that Is true and corrvect to
the best of your knowledge, The Plaintiff Profile Form shall be completed in accordance with the
requirements and guidetines set forth in the applicable Case Management Order.

1. CASE INFORMATION

Caption: Docket No.;

Primary Attorney Contact (name, address, phone, and email);

1. PLAINTIFF INFORMATION

Name of Individual with Physiomesh - UMiale OFemale
Date of birth: Last 4 Digits of Social Security No.:

Address:

Occupation:

Spouse Name: ' | Loss of Consortinm Claim? OYes ONo -

Name of Estate Representafive if Individual Implanted with Physiomesh is
Deceased: '
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TIT, PHYSIOMESH FLEXIBLE COMPOSITE DEVICE & IMPLANT INFORMATION

Date of implant:

Reason You Belicve Physiomesh was Implanted:
Lot Number:

Implanting Surgeon:

Medical Facility:

For each Physiomesh implant, submit the implant operative repoit and
any medical evidence of product identification (product ID sticker).

Date of surgery:

Description of surgery:

Explanting surgeon:

Medical Facility:

Date of surgery:

Description of surgery:

Explanting surgeon:

Medical Facility:

For each removal/revision, submit the operative report, any pathology
report, and any medical evidence identifying the product
removed/revised,

*x3 Atlach additional pages as needed to identify other responsive implant or removal/revision
procedures, :

1V. OUTCOME ATTRIBUTED TO DEVICE

A. Describe in detail the injuries, including any emotional or psychological injurics, that you
claim resulted from the implantation of Physiomesh:

B. Please list ali doctors or other healthcare providers you have seen for treatment of any of’
the alleged injuries listed above.
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Provider Name, Condition Trcaicd Approximate Dates of
Address, and Special(y _ Treatment

***Attach additional pages as needed to describe injuries or identify other responsive
health care providers.

C. Other than the Physiomesh product(s) that is the subject of your lawsuit, have you ever
been implanted with any other hernia mesh products? | | Yes [ ] No, '

If Yes, please provide the following information:

1, Product Name(s) and Lot Numbers:

2. Date of implantation procedure(s) and name and address of implanting doctor(s):
#*%% Please submit all implant report(s) and product Identification Documentation for any
implants listed in C. above. ' '
D. Have ymi filed a lawsuit or asserted any claim related o any other hernia mesh

products? OYes LINo LIN/A

If Yes, identify the claim/lawsuit asserted, the court, docket number, the date the
claim/lawsuit was made,:
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E. If any other products_listed in Sections C. or D. above have currently pending claims in

This Court, please provide the following additional information:

1. Describe in detail the injuries, including any emotional or psychological injuries, that
you claim resulted from the implantation of any other mesh product subject to claims

in This Court:

2. Have any other products listed in Sections C. or D, above with claims currently
pending in This Court been revised or removed? | ] Yes { ] No.

a. If yes, identify when revised/removed and your understanding as to the reason
for the revisionfremoval:

###% Please submit all operative report(s) and pathology records, if any, showing the remaval

or revision. -

3, To the extent not already listed in Section B. above, please list all doctors or other
healthcare providers you have seen for treatment of any of the alleged mjuries subject

to claims in This Court:

Provider Name,
Address, and Specialty

Condition Treated

Approximate Dates of
Treatment
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AUTHORIZATIONS AND MEDICAL RECORDS TO BE PRODUCED

Submit ONE (1) SIGNED ORIGINAL copy of each of the records authorization forms attached
as Ex. A. These authorization forms will authorize the records vendor selected by the parties to
obtain those recotds identified in the authorizations from the providers identified within this
Plaintitf Profile Form.

Submit a copy of any medical records in your possession, custody; or control (including any
medical records in your attorney’s possession) related to the claims and/or alleged injuries in this
case,

Signed this

Plaintiff’s Counse! of Record
Firm Name

Firm Address

Firm Address 2

Phone
Email
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AUTHORIZATION AND CONSENT
TO RELEASE RECORDS AND PROTECTED HEALTH INFORMATION
{(Excluding psychotherapy nofes)

Name of Individual:
Social Security Number;
Date of Birth:

Provider Name:

T All physicians, hospitals, clinics and institutions, pharmacists and other healthcare
providers

The Veteran s Administration and afl Veteran s Administration hospitals, clinics,
physicians and cmployees

The Social Security Administration
The Internal Revenue Service
Open Records, Administrative Specialist, Department of Workers Claims

All employers or other persons, firms, corporations, schools and other edugational
institutions :

The undersigned individual hereby anthorizes each entity included in any of the above categories
to disclose and furnish to Butler, Snow, O'Mara, Stevens & Cannada, PLLC, P. O. Box 6010,
Ridgeland, MS 39158; Riker, Danzig, Scherer, Hyland & Perreiti LLP, Headguarters Plaza,
Oune Speedwell Avenue, P,O. Box 1981, Morristown, New Jersey 07962-1981; McCarfer &
English, 100 Mulberry Street, Four Gateway Center, Newark, New Jersey 07102; and The
Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston, Texas 77040; and their
authorized representatives, true and correct copies of all records, reports, files, documents,
correspondence, memoranda and all other information related to the physical and mental health of
the undersigned individual, regardless of the form of such information, incuding, without
limitation, all notes of physicians, nurses, psychologists, counselors, dentists and other persons
who have provided or who are providing health care to the undersigned individual, all radiology,
pathology (including HIV test results, genetic testing information, and alcohol and drug abuse
treatment) and other diagnostic test and laboratory resuits, records and reports, all preseription
_records, all surgical procedure records and reports, all dental records, all histories and

summaries, all forms and other information related to admission of the undersighed fo or
discharge of the undersigned from a clinic, hospital or other health care facility, all surgical
procedure and other consent forms, all bills, invoices, claim forms, records and other payment
information, including payment by Medicaid/Medicare and other public assistance programs,
insurance companics and by other persons. Notwithstanding the broad scope of the above
disclosure request, the undersigned does not authorize the disclosure of "psychotherapy notes” as
such term is defined by the Health Insurance Portability and Accountability Act, 43 CFR
§164.501,

4133617.1 o 1
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The undersigned also authorizes the disclosure of all records, reports, files, documents,
correspondence, memoranda and all other information related to employment of the undersigned,
including attendance reports, performance reports, W-2 and W-4 forms, medical reports and/or
any and all other records relating to my past and present employment, and all educational -
records, including all courses taken, degrees obtained, and attendance records.

Further, to the extent such records currently exist and are in the Provider's possession,

_employment records, workers' compensation records, disability records, social security records,

and insurance records, including Medicare/Medicaid and other public assistance cluins

applications, statcments, cligibility material, claims or claim disputes, reselutions and payments,
medical records provided as evidence of services provided, and any other documents or things

pertaining to services furnished under Title XVIT of the Social Securily Act or other forms of

public assistance (federal, state, local, or other). This listing is not meant to be exclusive.

The above list of types of records and other information to be disclosed is intended to be
illustrative and not exhaustive, This authorization does not authorize ex parte communication
concerning same,

This authorization provides for the disclosure of the above-named patient’s protected health
information for purposes of the following litigation matter: V.
Ethicon Ine., et al.

The undersigned individual is hereby notified and acknowledges that any health care provider or
health plan disclosing the above requested information may not condition {reatment, payment,
enroliment or eligibility for benefits on whether the individual signs this authorization.

The undersigned individual is hereby notified and acknowledges that he or she may revoke this
authorization by providing written notice either to Butler, Snow, O'Mara, Stevens & Cannada,
PLLC, Altention: Michael Brown, Butler Snow Privacy Officer, P.0, Box 6010, Ridgeland,
Mississippi, 3915; Riker, Danzig, Scherer, Hyland & Perretti LLP, attention: Maha K abbash,
Headquarters Plaza, One Speedwell Avenue, P.O. Box 1981, Morristown, New Jersey 07962-
1981; McCarter & English, 100 Mulberry Street, Four Gateway Center, Newark, New lersey
07102 and/or to one or mote entities listed in the above categories, except to the extent that any
such entity has taken action in reliance on this authorization.

The undersigned is hereby notified and acknowledges lic or she is aware of the pofential that
protected health information disclosed and furnished to the recipient pursuant to this authorization
is subject to re-disclosure by the recipient for the purposes of this litigation in a mamner that will
not be protected by the Standards for the Privacy of Individually Identifiable Health Information
contained in the HIPAA regulations (45 CFR §§164,500-164.534),

The undersigned is hereby notified that he/she is aware that any and all protected health
information disclosed and furnished to Butler, Snow, O'Mara, Stevens & Cannada, PLLC; Riker,
Danzig, Scherer, Hyland & Perretti LLP; McCarter & English; and/or The Marker Group, fnc.,
pursuant to this authorization witl be shared with any and all co-delendants in the matter of

v, Ethicon Inc., ef al and is subject 10
re-disclosure by the recipient for the purposes of this litigation in a manner that will not be
proteeted by the Standards for the Privacy of Individually Identifiable Health Information
contained in the HIPAA regulations (45 CFR §§164.500-164,534).

41336171 2
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[ understand that information disclosed under this authorization could relate to, and 1 hereby
authorize the disclosure of, information regarding treatiment and testing for drug or alcohol
abuse, Acquired Imrmunodeficiency Syndrome (AIDS), Human Immunodeficiency Virus (HIV),
sexually transmitted diseases, Sickle Cell Anemia, Tuberculosis and Genetic testing and
counseling.

{ further understand that, pursuant to applicable state law, T may have a right to recetve a copy of -
this authorization as provided in 45 CFR 164.524,

A photocopy of this authorization shall be considered as effective and valid as the original, and
this authorization will remain in effect until the later oft (i) the date of seitlement oy final
disposition of v. Ethicon Inc, ct al.

or (if) five (5) years after the date of signature of the undersigned below,

I have carefully read and understand the above and do hereby expressty and voluntarily
authorize the disclosure of all of my above information to Butler, Snow, O'Mara, Stevens &
Cannada, PLLC, P. O. Box 6010, Ridgeland, MS 39158; Riker, Danzig, Scherer, Hyland &
Perretti LLP, Headquarters Plaza, One Speedwell Avenue, P.O. Box 1981, Morristown, New
Jersey 079621981; McCarter & English, 100 Mulberry Street, Four Gateway Center, Newark,
New Jersey 07102; The Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston,
Texas 77040, and/or and their authm ized representatives, by any entities included in the
categories listed above.

Date:

Signature of Individual or Individual s Representative

Individual's Name and Address;
: Printed Name of Individual s Representative (If applicable)

Relationship of Representative to Individual (If applicable)

Description of Representative's authority (o act for
Individual (If applicable)

This authorization is designed to be in compliance with the Health Insurance Portability
and Accountabilily Act, and the regulations promulgated thereunder, 45 CFR Parts 160 and
164 (collectively, "HIPAA").

4133617.1 5
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AUTHORIZATION AND CONSENT
TO RELEASE PSYCHOTHERAPY NOTES

Name of Individual:
Social Security Number:
Date of Birth;

Provider Name:

TO: All physicians, hospitals, ¢linics and institutions, pharmacists and other healthcare
providers . .
The Veteran s Administration and all Veteran s Administration hospitals, clinics,
physicians and employees

‘T'he Social Security Administration
The Internal Revenue Service
Open Records, Administrative Specialist, Department of Workers Claims

"All employers or other persons, firms, corporations, schools and other cducational
institutions _

The undersigned individual herby authorizes each entity included in any of the above categories
to furnish and disclose to Butler, Snow, O'Mara, Stevens & Cannada, PLLC, P. 0. Box 6010,
Ridgeland, MS 39158; Riker, Danzig, Scherer, Hyland & Perretti LLP, Headquarters Plaza,
One Speedwell Avenue, P.O, Box 1981, Motristown, New Jersey 07962-1981; McCarter &
English, 100 Mulberry Street, Fowr Gateway Center, Newark, New Jersey 07102, and The
Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston, Texas 77040; and their
authorized representatives, with true and correct copies of all "psychotherapy notes", as such
term is defined by the Health Insurance Portability and Accountability Act, 45 CFR §164.501,
Under HIPAA, the term "psychotherapy notes" means notes recorded (in any medium) by a
health care provider who is a mental health professional documenting or analyzing the contents
of conversation during a private counseling session or a group, joint or family counseling
session and that are separated from the rest of the individual s record. This authorization does
not authorize ex parte communication concerning same.

This authorization provides for the disclosure of the above-named patient s protected health
information for purposes of the following litigation matter: v. ethicon
Inc., et al. ‘

The undersigned individual is hereby notified and acknowledpes that any health care provider or
health plan disclosing the abave requested information may not condition treatment, payment,
enrollment or eligibility for benefits on whether the individual signs this authorization. |

The undersigned individual is hereby notified and acknowledges that he or she may revolke this
authorization by providing writien notice to either Butler, Snow, O'Mara, Stevens & Cannada,
PLLC, Attention: Michae] Brown, Butler Snow Privacy Officer, 1.0, Box 6010, Ridpeland,
Mississippi, 3915, and/or Riker, Danzig, Scherer, Hyland & Petretti LLP, attention Maha
Kabbash, Headquarters Plaza, One Speedwell Avenue, P.O. Box 1981, Morristown, New

4133617.1 1
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Jersey 07962-1981, McCarter & Bnglish, 160 Mulberry Street, Four Gateway Center, Newark,
New Jersey 07102 and/or to one or more entlties listed in the above categorics, except 1o the
extent that any such entity has taken action in reliance on this authorization.

The undersigned is hereby notified and acknowledges that he or she is aware of the potential that
protected health information disclosed and furnished to the recipient pursuant to this authorization
is subject to re-disclosure by the recipient for the purposes of this litigation in a manner that will hot
be protected by the Standards for the Privacy of Individually Identitiable Health Information
contained in the HIPAA regulations (45 CTR §§164.500-164.534).

The undersigned is hereby notified that he/she is aware thai any and all protected health
information disclosed and furnished to Butler, Snow, O'Mara, Stevens & Cannada, PLLC, Riker,
Danzig, Scherer, Hyland & Perretti L1P, McCarter & English, and/or The Marker Group, Inc.
pursuant to this authorization will be shared with any and all co-defendants in the matter of

' v. Ethicon Inc., ef al. and is subject to re-disclosure by the recipient for
the purposes of this litigation in a mammer that will not be protected by the Standards for the
Privacy of Individually Identifiable Health Information contained in the [1IPAA regulations (43
CFR §§164.500-164.534).

A photocopy of (his authorization shall be considered as effective and valid as the original, and this
authorization will remain in effect until the later of: (i) the date of settlement ar final disposition of
v, Ethicon Inc, 6t al. or (i) five (5) years after the date of signature of the
undersigned below, :
1 have carefully read and understand the above and do hereby expressly and voluntarily authorize the
disclosure of all of my above information to Butler, Snow, O'Mara, Stevens & Cannada, PLLG, P, 0,
Box 6010, Ridgeland, M$ 38158; Riker, Danzig, Scherer, Hyland & Perrotti LLP, Headquarters Piaza,
One Speedwell Avenue, P.O, Box 1081, Morristown, New Jersey 07982-1981; McCarter & English, 100
Mulberry Street, Four Gateway Center, Newark, New Jersey 07102; and The Marker Group, Ing,, 13105
Northwest Freeway, Suite 300, Houston, Texas 77040 and thelr authorized representatives, by any
entifies included in the categories listed above.

Date:.

Signature of Individual or Individual s Representative

Individual's Name and Address:

Printed Name of Individual s Representative (i applicable)

Relationship of Representative to Individual (If applicablc)

Description of Representative's authority to act for
ndividual (If applicable)

This authorization is designed to be in compliance with the Health Insurance Portability and

Accountability Act, and the regufations promulgated thercunder, 45 CFR Parts 160 and 164
(collectively, "HIPAA™). ‘

4133617.1 : 2
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C’Mj/ Medicare

CENTEAS tor MEDICARE & MIDHCUD SERVIES / Beneficiary Services:1-800-MEDICARE (1-800-633-4227)
. . TTY/TDD:1-877-486-2048

This form is used to advise Medicare of the person or persons you have chosen to have access (o your
personal health information.

Where te Return Your Completed Authorization Forms:
After you compiete and sign the authorization form, return it to the address below:

Medicare BCC, Written Authorization Pept.
PO Box 1270
Lawrence, X8 66044

For New York Medicare Beneficiaries ONLY

The New York State Public Health Law protects information that reasonably could identify someonc as
having H1V symptoms or infection, and information regarding a person's contacts. Because of New York's
Jaws protecting the privacy of information refated to aleohol and drug abuse, mental health freatment, and
HFV, there arc special instructions for how you, as 4 New York resident, should complete this fonn.

+ For question 2A, check the box for Limiled Information, even if you want to authorize Medicare
to release any and all of your personal health information.

¢ ‘Then proceed to question 2B.

Medicare BCG, Wrilten Authorizalion Dept.
PO Box 1270
lawrence, KG 66044
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Instructions for Completing Section 2B of the Authorization Form:
Pleqse select one of the following options.

e Option 1 To includeall information, in the space provided, write: “all information, including
information about alcohol and drug abuse, mental health treatment, and HIV®. Proceed with the rest
of the form,

o Option 2 To excludethe information listed above, write "Exclude information about aleohol and
drug abuse, mental health treatment and HTV" in the space provided. You may also check any of the
remaining boxes and include any additional limitations in the space provided For example, you
could write "payment information". Then proceed with the rest of the form.

Il you have any questions or need addilional assistance, please feel free to call us at 1-800-MEDICARE
(§-800-633-4227). TTY users should call 1-877-436-2048.

Sincetely,

1-800-MEDICARE
Customer Service Representative

Enecl.
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‘ nformation to Help You Iill Out the
C“1-R00-MEDICARE Authorization to Disclose Personal Health Information” Form

By law, Medicare must have your written permission (an “authorization”) to use or give out
your personal medical infor mation for any pmpoqe that isn't set out in the privacy notice
contained in the Medicare & You handbook. You may take back (“revoke”™) your written
permission at any time, except if Medicare has already acted based on your permission,

If you want 1-800-MEDICARE to give your personal health information to someone other than
you, you need to let Medicare know in wriling.

[f you are requesting personal health information for a deceased beneficiary, pleasc include a
copy of the legal documentation which indicates your authority to make a request for
information. (For example: Execulor/Exccutrix papers, next ol kin attested by court documents
with a court stamp and a judge's signature, a Letter of Testamentary or Administration with 2
court slamp and judge's signature, or personal representative papers with a court stamp and
judge's signature.) Also, please explain your relationship to the beneficiary.

Please use this step by stt:p instruction sheet when completing your “1-800-
MEDICAREAuthorization to Disclose Personal Health Information” Form. Be sure (o
complete all sections of the form to ensure timely Processing.

1. Print the name of the person with Medicare.

Print the Medicare number exactly as it is shown on the red, white, and blue Medicare
card. including any letters (for example, 123456789A),

Print the birlzhday in month, day, and year (mm/dd/yyyy) of the person with Medicare.

2. This scction tells Medicare what personal health information to give oul. Please check a
hox in 2a to indicate how much information Medicare can disciose. 1f you only want
Medicare to give out limited information (for example, Medicare eligibility), also checl
the haylecy in 7h that annlv tn the fvve nf infarmatinn van want Medieare tn oive nuf

3. This section tells Medicare when to start and/or when to stop giving out your personal
health information. Check the box that applies and fill in dales, if necessary.

4, Medicare wiil give your personal health information to the person(s) or organization(s) you
fill in here. You may fill in more than one person or organization, If you designate an
organization, you must also identify one or more individuals in that organizalion Lo whom
Medicare may disclose your personal health information. ‘
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5, The person with Medicare or personal representative must sign their name, fill in the date,
and provide the phone number and address of the person with Medicare.

If you are a pevsonal representative of the person with Medicare, check the box, provide
your address and phone number, and attach a copy of the paperwork that shows you can
act for that person (for example, Power of Attorney).

6. Send your completed, signed authorization to Medicare at the address shown here on your
authorizalion form,

7, 1f you change your mind and don't want Medicare to give out your personal health
information, write to the address shown under number six on the authorization form and
tell Medicare. Your letter will revoke your authorization and Medicare will no longer
give out your personal health information (except for the personal health information
Medicare has already given out based on your permission).

You should make a copy of your signed authorization for your records before mailing it to
Medicare. '
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1-800-MEDICARE Authorization to Disciose Personal Health Information

Use this form if you want 1-800-MEDICARE to give your personal health information to
someone other than you. '

L. Print Name Medicare Number Date of Birth
{First and Jast name of the person with Medicare) (Exactly as shown on the Medicare Card) (mm/dd/yyyy)

2. Medicare will only disclose the personal health information you want disclosed.

" 2A: Check only one box below to tell Medicare the specific personal health
information you want disclosed:

[ Limited Information (go to question 2b)

[7] Any Information (go {o question 3)

2B: Complete only if you' sele;ted “limited information”, Clléclc'al} that apply:
[ Information about your Medicare eligibility
[ Information about your Medicare claims
] Information about plan enroliment (c.g. drug or MA Plan) .
[} Information about premium payments

] Other Specific Information (piease write below; for example, payment information)

3. Check only oncbox below indicating how long Medicare can use this authorization
fo disclose your personal health information (subject to applicable law—for example,
your State may litnit how long Medicare may give out youwr. personal heaith information):

{7 Disclose my personal health information indefinitely

[Disclose my personal health information for a specified period only
beginning: (mm/dd/yyyy) - and ending: (mm/dd/yyyy)
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4. Fill in the name and address of the person(s) or organization(s) to whom you want
Medicare to discloese your personal health information. Please provide the specific
name of the person(s) for any organization you list below;

1. Namgc;
Address:

2. Name:
Address:

%, Name:
Address:

T authorize 1-800-MEDICARE to disclose my personal health information listed
above to the person(s) or organization(s) I have named on this form. I
understand that my personal health information may be re-disclosed by the
person(s) or organization(s) and may nolonger be protected by Iaw.

Signature Telephone Number Date (mm/ddryyyy)

Print the address of the person with Medicare (Street Address, City, State, and Z1P)

("] Check here if you are signing as a personal representative and complete below,
Please altach the appropriate documentation (for example, Power of Attorney).
This onlyapplies if someone other than the person with Medicare signed above.

Print the Personal Representative's Address (Street Address, City, State, and ZIP)

Telephone Number of Personal Representative:

Personal Representative's Relationship to the Beneficiary:
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6. Send the completed, signed authorization to:

Medicare BCC, Written Authorization
Dept.PO Box 1270
Lawrence, KS 66044

7, Noie:

You have the right to take back (“revoke™) your anthorization at any time, in writing,
except to the extent that Medicare has already acted based on your permission. If you
would like to revoke your authorization, send a written request to the address shown
above. '

Y our authorization or refusal to authorize disclosure of your personal health
information will have no effect on your enrollment, eligibility for benefits, or the
amount Medicare pays for the health services you receive.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a
collection of information unless it displays a valid OMB control number. The valid OMB .
control number for this information collection is 0938-0930. The time required to complete
this information collection is estimated to average 15 minutesper response, including the
time to review instructions, search existing data resources, gather the data needed, and
complete and review the information collection. If you have comments concerning the
accuracy of the time estimate(s) or suggestions for improving this form, please write to:
CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05,
Baltimore, Maryland 21244-1850. ‘




ATLL 002122—13 03/06/2019 Pg 25 of 47 Trans ID: LCV2019405437

m 4500 Request for Copy of Tax Return

{uly 2017). » Do not slgn this form uniess all applicabla lines have been completed, OMB No, 1545-0429
} . N . - - -

Dopariment of he Treasury Request may bfa rejected i the form 15‘ apcompklala of iilegivle.

Internal Revenus Service » For more Information about Form 4508, visit www .irs.gov/form4506.

Tip. You may be able (o get your tex return or return information from ofher sources. If you had your lax returmn completed by a pald preparer, fhay
should be able to provide you a copy of the relum. The IRS can provide a Tax Relurn Transcript for many retumns free of charge. The lanscrpl
provides most of the line entries from the eriginal tax return and usually confaing the Information that a third party (such as a morigage company)
requires. Soe Form 4508-T, Request for Transcripl of Tax Relurn, or you can quickly request transcripts by using our autoraated self-halp service
tools. Please visit us at IRS:gov and click on "Get a Tax Transcripl...” or calf 1-B00-908-9946,

Ta Name shown on lax ratur. If a joint return, enter the name shown first, 1b First sociat security numbes on tax return,
Indbvicdual taxpayer identification number, or
employer identificatlon number {see instructions)

2a I a Joint relurn, enter spolse’s name shown on tax retum. 2b Second soctal secusily number or Individual
taxpayer identification number if joinl tax return

3 Curfent name, address gnoiuding apt., room, or suite nio.}, cily, stale, and ZIP code {see instructions)

4 Previous address shown on the 1ast return filed if differast from line 3 (see instiuctions)

% T ihe [ax return Is to be maied to a third parly (such as a mortgage company), enter the third party's name, address, and lelephone munber.

Gaution: If the tax refurn is'being mailed to a third parly, ensure lhat you have fillad in fines 6 and 7 before signing. Sign and date the form once you
have fillad in these lines. Compleling these sleps helps to protect your privacy. Once tha IRS discloses your tax return to the Ihird party fisled on line
5, the IRS has no control over what the third pary does with the information. It you would ke fo lmil the Lhird party's authority to disclose your retuin
information, you can spaclfy this limitation in your writlen agresment with the third pary.

8 Tax return reguesled. Form 1040, 1120, 941, elc. and all attachments as originally submiited to the IRS, including Forenis} W-2,
schedulss, oF amended relurns, Copies of Forms 1040, 10404, and 1040EZ are generally available for 7 years from filing pelore they are
destroyed by law. Other returns may be available far a longer period of time. Enter only one return aumber. if you need more than one
fype of return, you must comptete another Form 4506, »

Note: If the capies must be cerlified for courd or administrative proceedings, check here . . . . . . . . ]
7 Year or period requested, Enter the ending dale of the year or period, using the mm/dd/yyyy format, if you are requesting more than
gight yoars or periods, you must attach another Form 4508,
8  Fee. There Is a $50 fee for each return requasted. Full paymen! musl ba included with your requast or it will
be rejected. Make your check or money order payabie to “Unitod States Treasury.” Enter your SSN, ITIN,
or EIN and "Form 4506 request” on your check or money ofder. '
a CostforeachrelUfl . . o« « « « o . e e e $
b Number of retums requested on line 7, T
¢ Total cost. MultiplySne Babyllne8b . . . . . . . o o e e e e e o2 v v 3
9 lfwe cannol find iha tax refurn, we will refund the fee, If the refund should go to the third party listed on ling 5, checkhers , . . . . J

Caulion: Do not sign this form unless all applicable lines hava bean completed.

Signature of taxpayer(s). | declare thal | am either the taxpayer whose name is shown on line 1a or 2a, 0r 3 person authorized 1o obtain the lax ratuin
requested, IF the request applies o a Joint Feturn, ai least one spouse must sign, If signed by & corperate officer, ¥ percent or mose shareholder, partner,
managing member, guardan, lax matters partner, execulor, receiver, administrator, frustee, or party other than the taxpayer, § cerify thal | have the authority lo
axeculs Form 4508 on behall of the laxpayer. Note: This form must be received by JRS within 120 days of Lhe signalure date.

[J Signatory atlests that he/she has read the attestation clause and upon so reading

declares that hefshe has the authority to sign the Form 4506, See Instructions. 2’:‘:}?22”’“"9' of taxpayer on line
Sign ) Signalure {ses Instructions) . Date
Hera :

} itls (if ine 1a aoove 1s a corporalion, partnership, eslate, or trusl)

} Spouse's slgnalure . Date i
For Privacy Act and Paperwork Reduction Act Nolice, see page 2, Col. No. 41721E Foim 4506 (Rav, 7-2017)
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Social Security Administration Form Approved
Consent tor Release of Infoimation OMB No. 0960-0566

“Instructions for Using.this Eorm :
Com}?lete-thjg form only If you want us to glve information or recards about you, a minor, or a legally incompetent adult, to an
indlvidual or group (for example, & doctor or an insurance com pan?/). {fyou are the natural or adoptive parent or tegal guardian,
acting on behalf of a minor child, you may complete this form fo release anly the minor's non-medical records. We may charge a
fee for providing information unrelated to the administration of a program under the Social Security Act.

NQTE: Do not use this form to:

» Request the release of medical records on behalf of a minor child. Instead, visit your local Social Security office ar call our toli-
free number, 1-800-772-1213 (TTY-1-800-325-0778), of :

+ Request detailed information about your earnings or employment history. Instead, complete and mall form S8A-7050-F4. You
can obtaln form SSA-7050-F4 from your local Sosial Security office or onfine at www.ssa.goviontine/ssa-7050.pdf.

How to Complets this Form

We will not honor this form unless all required fields are completed. An aslerisk (*) indicates a required field, Also, we will not
honor blanket requests for "any and all records” or the "entire file," You must specify the information you are requesting and your
must sigh and date this form, We may charge a fee to release information for non-prograim purposes.

~ » Filtin your name, date of birth, and soclal security number or the name, date of bith, and social security number of the person
to wham the requested information pertaing.

« Fill in the name and address of the person or organization where you want us to send the requested information.
» Specify the reason you want us to release the inform aticn,
« Check the box next 1o the typels) of information you want us to release Including the date ranges, where applicable.

+ For non-medical in!drmation, you, the parent or the legal guardian acting on hehalf of a minor child or legally incompetent adult,
must sigh and date this form and provide a dayfime phone number. :

« I you are not the individuat to whom the racuested information pertains, state your relationship to that person. We may require
proof of relationship.

PRIVACY ACT STATEMENT

Section 205(a) of the Soctat Security Act, as amended, authorizes us to collect the information requested on this form. We will
use the information you provide to respond {o your request for access to the records we maintain about you or to process your
request to release your records 1o a third party. You do not have to provide the requested information. Your response is
voluntary; however, we cannot honor your request to release information or records about you to another person or organization
without your consent. We rarely use the information provided on this form for any purpose other than to respond to requeslts for
SSA records information. However, the Privacy Act (5 U.8.C. § 552a(b)} permits us to disclose the information you provide on this
form In accordance with approved routine uses, which include but are not limited to the following:

1.To enable an agency or third party to assist Social Security in establishing rights to Soctal Security benefits and or coverage,
2'To make determinations for eligibility in similar health and income maintenance programs at the Federal, State, and local level,
3.To comply with Federal laws requiring the disclosure of the information from our records, and,

4 To faciitate statistical research, audif, ar investigative activities necessary to assure the integrity of SSA programe.

We may also use the information you provide when we match records by computer. Computer matching programs compare our
records with those of other Federal, State, or local governiment ag encies. We use information from these malching programs to
establish or verify a person's eligibility for Federally-funded or administered benefit programs and for repayment of incorrect
paymenls or overpayments under these programs. Additional information regarding this form, routine uses of information, and
other Social Security programs is available oh our Intetnet website, www.soclalsecurity.gov, or at your local Sociat Security office.

PAPERWORK REDUCTION ACT STATEMENT

This information collection meets the requlrements of 44 U.8.C. § 3507, as amended by section 2 of the Paperwork Reduction
Act of 1995, You do not need to answer these questions uniess we display a valid Office of Management and Budge! control
number. We estimate that it will take about 3 minutes to read {he instructions, gather the facts, and answer the questions, SEND
OR BRING THE COMPLETED FORM TO YQUR LOCAL SOCIAL SECURITY OFFICE. You can find your focal Social
Security office through $8A's website at www, soclalsegurity.qoy. Offices are also listed under U,8. Government agencies
in your telephone directora/ or you may call 1-800-772-1213 (TYY 1-800-325-0778}. You may send comments on our tine
asfimate above lo: SSA, 8401 Séourity Bivd., Baltimore, MD 21935-8401. Send only commenis refating to our fime estimate
to this address, not the completed form. ’

Form SSA-3288 (11-2016) uf
Destroy Prior Editions
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Social Security Administration Form Approved
Consent for Rejease of Information OMB No, 0960-0566

You must complete all required fields. We wil not honar your request unless all required fields are completed. (*Signifies a
required field, “*Please complete these flelis in case we need to contact you about the consent form).

TO: Social Security Administration

“My Full Name *My Date of Birth *My Social Security Number
. {MM/DDIYYYY) .
| authorize the Social Security Administration to release information or records atout me to:
“NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:

*| want this information released because;
We may charge a fee to retease information for non-program purposes.

*Plaase release the following information selected from the list below!
Check at least one box. We will not-disclose records unless you include date ranges where applicable,

. [ verification of Social Security Number

1

2. 1] Current monthly Soclal Security benefit amount

3, {7 Current monthiy Supplemental Security Ingome payment amount

4. [T} My benefit or payment amounts fromdate ... 10 date __ .

5, 7] My Medicare entittement from date to date

6. [_] Medicat records from my claims folder(s) from date _ todate .
if you want us {o release a minor child's medical records, do not use this form, Instead, contact your local Social
Security office.

7. [T} Complete medical records from my claims folder{s) _

8. [(J Other record(s) from my file (We will not honor a request for "any and all records” or "ihe enlire file." You musi specify

other records: e.9., consuliative exams, award/denlal notices, benefit applications, appeals, questionnaires,
doctor repoits, determinations.)

} am the individual, to whom the requested information or record applies, or the parent or legal guardian of a minor, or the
fegal guardian of a legally incompelent adult, | declare under penalty of perjury {28 CFR § 16.41(d)(2004} that | have examined
all the information on this form and it is frue and correct fo the best of my knowledge. | understand thal anyone who knowingly
or willfully seelting or obtaining access to records about anothar person under false pretenses is punishable by a fine of up to
$5,000. | also understand that { must pay all applicable fees for requesting information for a non-program-related purpose.

*Signature; - ‘Dater
shddress: . **Daytime Phone:
Relationship (if not the subject of the record): *Daytime Phone:

Witnesses must sign this form ONLY if the above sighature is by'mark (0. 1f signed by mark (X), two witnesses to the signing
who know the signee must sign below and provide their full addresses. Please print the signee's name nex! to the mark (X) on the
signafuré line above, :

4 Signature of wilness,

2.Signature of witness

Address(Number and street,City,State, and Zip Code) - |Address(Num be—.r‘ and sireet,City, State, and Zip Code)

Form SSA-3288 (11-2016) uf
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SUPERIOR COURT OF NEW JERSEY
LAW DIVISION: ATLANTIC COUNTY
MASTER CASE NO. ATL-1.-2122-1%8

CASE NO. 627
Civil Action

INRE PHYSIOMESH LITIGATION

o , PLAINTIFF PROFILE FORM
(Flexible Composite Mesh)

In completing this Plaintiff Profile Form, you must provide information that is true and correct to
the best of your knowledge. The Plaintiff Profile Form shall be completed in accordance with the
requirements and guidelines set forth in the applicable Case Management Order.

I. CASE INFORMATION

Caption: Docket No.:

Primary Attorney Contact (name, address, phone, and email):

I1. PLAINTIFF INFORMATION

Name of Individual with Physiomesh : OMale dFemale
Date of birth: Last 4 Digits of Social Security No.:

Address:

Occupation:

Spouse Namc: Loss of Consortium Claim? QYes ONo

Name of Estate Representative if Individual Implanted with Physiomesh is
Deccased:
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III. PHYSIOMESH FLEXTBLE COMPOSITE DEVICE & IMPLANT INFORMATION

Date of implant:

Reason You Believe Physiomesh was Implanted:

Lot Number:

Implanting Surgeon:

Medical Facility:

For each Physiomesh implant, submit the implant opemtive report and
any medical evidence of product identification (product ID sticker).

Date of surgery:

Description of surgery:

Explanting surgeon:

Medical Facility:

Date of surgery:

Description of surgery:

Explanting surgeon:
Medical Facility:

For each removal/revision, submit the operative report, any pathology
report, and any medical evidence identifying the product
removed/revised.

#%% Attach additional pages as needed to identify other responsive implant or removal/revision
procedures. ‘ '

IV. OUTCOME ATTRIBUTED TO DEVICE

A. Describe in detail the injuries, including any emotional or psychological injuries, that you
claim resulted from the implantation of Physiomesh:

B. Please list all doctors or other healthcare providers you have seen for treatment of any of
the alleged injuries listed above,
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Provider Name, Condition Treated Approximate Dates of
Address, and Specialty ‘ Treatment

*%% Attach additiohal pages as needed to describe injuries or identify other responsive
health care providers, .

C. Other than the Physiomesh product(s) that is the subject of your lawsuit, have you ever
been implanted with any other hernia mesh products? [ ] Yes [ ] No. '

Ifch, please provide the following information:

1. Product Name(s) and Lot Numbers:

2. Date of implantation procedure(s) and name and address of implanting doctor(s):
*¥% Please submit all implant report(s) and product Identification Documentation for any

implants listed in C. above.

D, Have you' filed a lawsuit or asserted any claim related to any other hernia mesh
products? OYes ONo ON/A '

If Yes, identify the claim/lawsuit asserted, the court, docket number, the date the
claim/tawsuit was made,;
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E. If any other products listed in Sections C. or D. above have currently pending claims in
This Court, please provide the following additional information:

1. Describe in detail the injuries, including any emotional or psychological injuries, that
you claim resulted from the implantation of any other mesh product subject to claims
in This Court:

2. Have any other products listed in Sections C. or D. above with claims currently
pending in This Court been revised or removed? [] Yes [ ] No.

a. If yes, identify when revised/removed and your understanding as to the reason
for the revision/removal:

*#%% Please submit all operative report(s) and pathology records, if any, showing the removal
or revision. :

3. To the extent not already listed in Section B. above, please list all doctors or other
healthcare providers you have seen for treatment of any of the alleged injuries subject
to ¢laims in This Court:

Provider Name, . Condition Treated Approximate Dates of
Address, and Specialty ‘ Treatment
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AUTHORIZATIONS AND MEDICAL RECORDS TO BE PRODUCED

Submit ONE (1) SIGNED ORIGINAL copy of each of the records authorization forms attached
as Ex. A. These authorization forms will authorize the records vendor selected by the parties to
obtain those records identified in the authorizations from the providers identified within this
Plaintiff Profile Form,

Submit a copy of any medical records in your possession, custddy, or control (including any
medical records in your attorney’s possession) related to the claims and/or alleged injuries in this
case.

Signed this _

Plaintiff’s Counsel of Record
Firm Name

Firm Address

Firm Address 2

Phone

Email
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AUTHORIZATION AND CONSENT
TO RELEASE RECORDS AND PROTECTED HEALTH INFORMATION
(Excluding psychotherapy notes)

Name of Individual;
Social Security Number:
Date of Birth:

Provider Name:

TO: All physicians, hospitals, clinics and institutions, pharmacists and other healthcare
. providers

The Veteran s Administration and all Veteran s Administration hospitals, clinics,
physicians and employees

The Social Security Administration
The Internal Revenue Service
Open Records, Administrative Specialist, Department of Workers Claims

All employers or other persons, firms, corporations, schools and other educational
institutions

The undersigned individual hereby authorizes each entity included in any of the above categories
1o disclose and furnish to Butler, Snow, O'Mara, Stevens & Cannada, PLLC, P. O. Box 6010,
Ridgeland, MS 39158; Riker, Danzig, Scherer, Hyland & Perretti LLP, Headquarters Plaza,
One Speedwell Avenue, P.O. Box 1981, Morristown, New Jersey 07962-1981; McCarter &
English, 100 Mulberry Street, Four Gateway Center, Newark, New Jersey 07102; and The
Marker Group, Inc., 13105 Northwest Freeway, Suite 300, Houston, Texas 77040; and their
authorized representatives, true and correct copies of all records, reports, files, documents,
correspondence, memoranda and all other information related to the physical and mental health of
the undersigned individual, regardless of the form of such information, including, without
limitation, all notes of physicians, nurses, psychologists, counselors, dentists and other persons
who have provided or who are providing health care to the undersigned individual, all radiology,
pathology (including HIV test results, genetic testing information, and alcohol and drug abuse
treatment) and other diagnostic test and laboratory results, records and reports, all prescription
records, all surgical procedure records and reports, all dental records, all histories and

summaries, all forms and other information refated to admission of the undersigned to or
discharge of the undersigned from a clinic, hospital or other health care facility, all surgical
procedure and other consent forms, all bills, invoices, claim forms, records and other payment
information, including payment by Medicaid/Medicare and other public assistance programs,
insurance companies and by other persons. Notwithstanding the broad scope of the above
disclosure request, the undersigned does not authorize the disclosure of "psychotherapy notes" as
such term is defined by the Health Insurance Portability and Accountability Act, 43 CFR
§164.501.,

4133617.1 - 1
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The undersigned also authorizes the disclosure of all records, reports, files, documents,
correspondence, memoranda and all other information related to employment of the unidersigned,
including attendance reports, performance reports, W-2 and W-4 forms, medical reports and/or
any and all other records relating to my past and present employment, and all educational .
records, including all courses taken, degrees obtained, and attendance records.

Further, to the extent such records currently exist and are in the Provider's possession,
employment records, workers' compensation records, disability records, social security records,
and insurance records, including Medicare/Medicaid and other public assistance claims
applications, statements, eligibility material, claims or claim disputes, resolutions and payments,
medical records provided as evidence of services provided, and any other documents or things
pertaining to services furnished under Title XVII of the Social Security Act or other forms of
public assistance (federal, state, local, or other), This listing is not meant to be exclusive.

The above list of types of records and other information to be disclosed is intended to be
illustrative and not exhaustive. This authorization does not authorize ex parte communication
concerning same,

This authorization provides for the disclosure of the above-named patient's protected health
information for purposes of the following litigation matter: v,
Ethicon Inc., et al.

The undersigned individual is hereby notified and acknowledges that any health care provider or
health plan disclosing the above requested information may not condition treatment, payment,
enroliment or eligibility for benefits on whether the individual signs this authorization.

The undersigned individual is hereby notified and acknowledges that he or she may revoke this
authorization by providing written notice either to Butler, Snow, O‘Mara, Stevens & Cannada,
PLLC, Attention: Michael Brown, Butler Snow Privacy Officer, P.O. Box 6010, Ridgeland,
Mississippi, 3915; Riker, Danzig, Scherer, Hyland & Perretti LLP, attention: Maha Kabbash,
Headquarters Plaza, One Speedwell Avenue, P.O. Box 1981, Moiristown, New Jersey 07962~
1981; McCarter & English, 100 Mulberry Street, Four Gateway Center, Newark, New Jersey
07102 and/or to one or more entities listed in the above categories, except to the extent that any
such entity has taken action in reliance on this authorization,

The undersigned is hereby notified and acknowledges he or she is aware of the potential that
protected health information disclosed and furnished to the recipient pursuant to this authorization
is subject to re-disclosure by the recipient for the purposes of this litigation in a manner that will
not be protected by the Standards for the Privacy of Individually Identifiable Health Information
contained in the HIPAA regulations (45 CFR §§164.500-164.534).

The undersigned is hereby notified that he/she is aware that any and all protected hiealth
information disclosed and furnished to Butler, Snow, O'Mara, Stevens & Cannada, PLLC; Riker,
Danzig, Scherer, Hyland & Perretti LLP; McCarter & English; and/or The Marker Group, Inc,,
pursuant to this authorization will be shared with any and all co-defendants in the matter of

_ v. Ethicon Inc., et al and is subject 1o
re-disclosure by the recipient for the purposes of this litigation in a manner that will not be
protected by the Standards for the Privacy of Individually Identifiable Health Information
contained in the HIPA A regulations (45 CFR §§164.500-164.534).

4133617.1 2
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| understand that information disclosed under this authorization could relate to, and I hereby
authorize the disclosure of, information regarding treatment and testing for drug or alcohol
abuse, Acquired Immunodeficiency Syndrome (AIDS), Human immunodeficiency Virus (HIV),
sexually transmitted diseases, Sickle Cell Anemia, Tuberculosis and Genetic testing and
counseling,

I further understand that, pursuant to applicable state law, T may have a right to receive a copy of -
this authorization as provided in 45 CFR 164.524.

A photocopy of this authorization shall be considered as effective and valid as the original, and
this authorization will remain in effect unti! the later of: (i) the date of settlement or final
disposition of ' v. Efhicon Inc., ef al.
or (ii) five (5) years after the date of signature of the undersigned below.

I have carefully read and understand the above and do hereby expressly and voluntarily
authorize the disclosure of all of my above information to Butler, Snow, O'Mara, Stevens &
Cannada, PLLC, P. Q. Box 6010, Ridgeland, MS 39158; Riker, Danzig, Scherer, Hyland &
Perretti LLP, Headquarters Plaza, One Speedwell Avenue, P.0O. Box 1981, Morristown, New
Jersey 079621981; McCarter & English, 100 Mulberry Strect, Four Gateway Center, Newark,
New Jersey 07102; The Marker Group, Inc,, 13105 Northwest Freeway, Suite 300, Houston,
Texas 77040; and/or and their authorized representatives, by any entities included in the
categories listed above. :

Date:

Signature of Individual or Individual s Representative

Individual's Name and Address:
Printed Name of Individual s_Representative (If appticable)

Relationship of Representative to Individual (If applicable)

Description of Representative's authority to act for
Individual (If applicable)

This authorization is designed to be in compliance with the Health Insurance Portability

and Accountability Act, and the regulations promulgated thereunder, 45 CFR Parts 160 and |
164 (collectively, "HIPAA™).

4133617.1 3
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AUTHORIZATION AND CONSENT
TO RELEASE PSYCHOTHERAPY NOTES

Name of Individual:
Social Security Number:
Date of Birth:

Provider Name:

TO: All physicians, hospitals, clinics and institutions, pharmacists and other healthcare
providers
The Veteran s Administration and all Veteran s Administration hospitals, clinics,
physicians and employecs

The Social Sccurity Administration
The Internal Revenue Service
Open Records, Administrative Specialist, Department of Workers Claims

All employers or other persons, firms, corporations, schools and other educational
institutions

The undersigned individual herby authorizes each entity included in any of the above categories
to furnish and disciose to Butler, Snow, O'Mara, Stevens & Cannada, PLLC, P. Q. Box 6010,
Ridgeland, MS 39158; Riker, Danzig, Scherer, Hyland & Perretti LLP, Headquarters Plaza,
One Speedwell Avenue, P.O. Box 1981, Morristown, New Jersey 07962-1981; McCarter &
English, 100 Mulberry Street, Four Gateway Center, Newark, New Jersey 07102; and The
Marker Group, Inc., 13103 Northwest Freeway, Suite 300, Houston, Texas 77040; and their
authorized representatives, with true and correct copies of all "psychotherapy notes", as such
term is defined by the Health Insurance Portability and Accountability Act, 45 CFR §164.501.
Under HIPAA, the term "psychotherapy notes" means notes recorded (in any medium) by a
health care provider who is a mental health professional documenting or analyzing the contents
of conversation during a private counseling session or a group, joint or family counseling
session and that are separated from the rest of the individual s record. This authorization does
not authorize ex parte communication concerning same.

This authorization provides for the disclosure of the above-named patient s protected health
information for purposes of the following litigation matter; v. Ethicon
Inc., et al, :

The undersigned individual is hereby notified and acknowledges that any health care provider or
health plan disclosing the above requested information may not condition treatment, payment,
enrollment or eligibility for benefits on whether the individual signs this authorization,

The undersigned individual is hereby notified and acknowledges that he or she may revolke this
authorization by providing written notice to either Butler, Snow, O'Mara, Stevens & Cannada,
PLLC, Attention: Michael Brown, Butler Snow Privacy Officer, P.O. Box 6010, Ridgeland,
Mississippi, 3915, and/or Riker, Danzig, Scheter, Hyland & Petretti LLP, attention Maha
Kabbash, Headquarters Plaza, One Speedwell Avenue, P.O. Box 1981, Morristown, New

4133617.1 1




ATL L 002122-18  03/06/2019 Pg 37 of 47 Trans ID: LCV2019405437

Jersey 07962-1981, McCarter & English, 100 Mulbetry Street, Four Gateway Center, Newark,
New Jersey 07102 and/or to one or more entities listed in the above categories, except to the
extent that any such entity has taken action in refiance on this authorization,

The undersigned is hereby notified and acknowledges that he or she is aware of the potential that
protected health information disclosed and furnished to the recipient pursuant to this authorization
is subject to re-disclosute by the recipient for the purposes of this litigation in a manner that will not
be protected by the Standards for the Privacy of Individually Identifiable Health Information
contained in the HIPAA regulations (45 CFR §§164.500-164.534),

The undersigned is hereby notified that he/she is aware that any and all protecied health
information disclosed and furnished to Butler, Snow, O'Mara, Stevens & Cannada, PLLC, Riker,
Danzig, Scherer, Hyland & Perretti LLP, McCarter & English, and/or The Marker Group, Inc.
pursuant to this authorization will be shared with any and al} co-defendants in the matter of

' v. Ethicon Inc., et al. and is subject to re-disclosure by the recipient for
the purposes of this litigation in a manner that will not be protected by the Standards for the
Privacy of Individuatly Identifiable Health Information contained in the HIPAA regulations (45
CFR §§164.500-164.534).

A photocopy of this authorization shall be considered as effective and valid as the original, and this_
authorization will remain in effect until the fater of: (i) the date of settlement or final disposition of
v. Ethicon Inc., et al. or (ii) five (5) years after the date of signature of the-

undersigned below.

1 have carefully read and understand the above and do hereby expressly and voluntarily authorize the
dizclosure of all of my above Information to Butler, Snow, O'Mara, Stevens & Cannada, PLLC, P. O,
Box 6010, Ridgeland, MS 39158; Riker, Danzig, Scherer, Hyland & Perretti LLP, Headquarters Plaza,
One Speedwell Avenue, P.O. Box 1981, Morristown, New Jersey 07962-1981; McCarter & English, 100
Mulberry Street, Four Gateway Center, Newark, New Jersey 07102; and The Marker Group, Inc., 1 3105
Northwest Freeway, Suite 300, Houston, Texas 77040 and their authorized representatives, by any
entities included in the categories listed above.

Date:

Signature of Individual or Individual s Representative

Individual's Name and Address:

Printed Name of Individual s Representative (If applicablc)

Relationship of Representative (o Individual (If applicable)

Description of Representative's authority to act for
Individual (If applicable)

This authorization is designed to be in compliance with the Health Insurance Portability and

Accountability Act, and the regulations promulgated thereunder, 45 CFR Paits 160 and 164
(collectively, "HIPAA").

4133617.1 : 2
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(_"M_;'/ Medicare

CENTERS for BIEDICARE § HEDKCAID SERVICES / Beneficiary Services 1-800-MEDICARE {1-800-633-4227)
' . TTY/ TDD:1-877-466-2048

This form is used to advise Medicare of the person or persons you have chosen to have access to your
personal health information. '

Where to Return Your Completed Authorization Forms:
After you complete and sign the authorization form, return it to the address below:

Medicare BCC, Written Authorization Dept.
PO Box 1270
Lawrence, KS 66044

For New York Medicare Beneficiaries ONLY

The New York State Public Health Law protects information that reasonably could identify someone as
having HIV symptoms or infection, and information regarding a person's contacts, Because of New Yorlk's
laws protecting the privacy of information related to alcohol and drug abuse, mental health treatment, and
HIV, there are special instructions for how you, as a New York resident, should complete this form.

» For question 2A, check the box for Limited Information, even if you want to authorize Medicare
to release any and all of your personal health information.

+ Then proceed to question 2B,

Madicare BGCC, Written Authorization Dept..
PQ Box 1270
Lawrance, KS 66044




ATL L 002122-18  03/06/2019 Pg 39 of 47 Trans ID: LCV2019405437

Instructions for Completing Section 2B of the Authorization Form:
Please select one of the following options.

« Option 1 To includeall information, in the space provided, write: "ail information, including
information about alcohol and drug abuse, mental health treatment, and HEV™, Proceed with the rest
of the form.

+ Option 2 To excludethe information listed above, write "Exclude information about alcohol and
drug abuse, mental health treatment and HIV" in the space provided. You may also check any of the
remaining boxes and include any additional limitations in the space provided Yor example, you
could write “payment information". Then proceed with the rest of the form.

If you have any questions or need additional assistance, please feel frec to call us at 1-800-MEDICARE
(1-800-633-4227). TTY users should call 1-877-486-2048.

Sincerely,

1-800-MEDICARE
Customer Service Representative

Lncl.
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Information to Help You Eill Out the
“1-800-MEDICARE Authorization to Disclose Personal Health Information” Form

By law, Medicare must have your written permission (an “authorization”) to use or give out
your personal medical information for any purpose that isn't set out in the privacy notice
contained in the Medicare & You handbook. You may take back (“revoke™) your written
permission at any time, except if Medicare has already acted based on your permission.

If you want }—SOO—MEDICARE to give your personal health information to someone other than
you, you need to let Medicare know in writing,

If you are requesting personal health information for a deceased beneficiary, please inciude a
copy of the legal documentation which indicates your authority to make a request for
information. (For example:; Exccutor/Executrix papers, next of kin attested by court documents
with a court stamp and a judge's signature, a Letter of Testamentary or Administration with a
court stamp and judge's signature, or personal representative papers with a court stamp and
judge's signature.) Also, pleasc explain your relationship to the beneficiary.

Please use this step by step instruction sheet when completing your *“1-800-
MEDICAREAuthorization to Disclose Personal Health Information” Form. Be sure lo
complete all sections of the form to ensure timely processing,.

v

1. Print the name of the person with Medicare,

Print the Medicare number exactly as it is shown on the red, white, and blue Medicare
card, including anv letters {for exampie, 123456789A).

Print the birthday in month, day, and year (mm/dd/yyyy) of the person with Medicare.

2. This section tells Medicare what personal health information to give out. Please check a
box in 2a to indicate how much information Medicare can disclose. If you only want

Medicare to give out limited information (for cxample, Medicare eligibility), also checlk
the hayfra) in 71 that annlv tn the tune af infarmatinn von want Medirare tn oive nnt

3. This section tells Medicare when fo start and/or when to stop giving out your personal
health information. Check the box that applies and fill in dates, if necessary.

4. Medicare will give your personal health information to the person(s) or organization(s} you
fill in here. You may fill in more than one person or organization. If you designate an
organization, you must also identify one or more individuals in that organization to whom
Medicare may disclose your personal health information. '
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5, The person with Medicare or personal representative must sign their name, fill in the date,
and provide the phone number and address of the person with Medicare.

If you are a personal representative of the person with Medicare, check the box, provide
your address and phone number, and attach a copy of the paperwork that shows you can
act for that person (for example, Power of Attorney).

6. Send your completed, signed authorization to Medicare at the address shown here on your
authorization form,

7. If you change your mind and don't want Medicare to give out your personal health
information, write to the address shown under number six on the authorization form and
tell Medicare. Your letter will revoke your authorization and Medicare will no Tonger
give out your personal health information (except for the personal health information
Medicare has already given out based on your permission).

You should make a copy of your signed authorization for your records before mailing it to
Medicare. ’
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1-800-MEDICARE Authorization to Disclese Personal Health Information

Use this form if you want 1-800-MEDICARE to give your personal health information to
somecone other than you, '

1. Print Name Medicare Number Date of Birth
(First and last name of the person with Medicare) (Exactly as shown on the Medicare Card) {mm/dd/yyyy)

2. Medicare will only disclose the personal health information you want disclosed.

2A: Check only one box below to fell Medicare the specific personal health
information you want disclosed: '

[ Limited Information (go to question 2b)

(7] Any Information {(go to question 3)

2B: Complete only if you.selected “limited information”. Check all that apply:
7] Information about your Medicare eligibility
M Information about your Medicare claims
[] Information about plan enrollment (e.g. dru.g or MA Plan)
[7] Information about premium payments

(] Other Specific Information (please write below; for example, payment information}

3. Check only onebox below indicating how long Medicare can use this authorization
to disclose your personal health information (subject to applicable law—for example,
your State may limit how long Medicare may give out your, personal health information):

[ Disclose my personal health information indefinitely

[Disclose my personal health information for a specified period only
beginning: (mm/dd/yyyy) ___and ending: (mm/dd/yyyy)
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4. Fill in the name and address of the person(s) or organization(s) to whom you want
Medicare to disclose your personal health information. Picase provide the specific
name of the person(s) for any organization you list below:

1. Name:

Address:

2. Name:

Address:

3. Name:

Address:

I authorize 1-800-MEDICARE to disclose my personal health information listed ]
above to the person(s) or organization(s) I have named on this form. 1
wnderstand that my personal health information may be re-disclosed by the
‘person(s) or organization(s) and may nolonger be protected by law.

Signature ’ Telephone Number Date (mm/ddfyyyy)

Print the address of the person with Medicare (Street Address, City, State, and Z1P)

] Check here if you are signing as a personal representative and complete below,
Please attach the appropriate documentation (for example, Power of Attorney).
This onlyapplies if someone other than the person with Medicare signed above.

Print the Personal Representative's Address (Street Address, City, State, and Z1P)

Telephone Number of Personal Representative:

Personal Representative's Relationship to the Beneficiary:
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6. Send the completed, signed authorization to:

Medicare BCC, Written Authorization
Dept.PO Box 1270
Lawrence, KS 66044

7. Note:

You have the right to take back (“revoke”) your authorization at any time, in writing,
except to the extent that Medicare has already acted based on your permission. If you
would like to revoke your authorization, send a written request to the address shown
above. '

Y our authorization or refusal to authorize disclosure of your personal health
information will have no effect on your enrollment, eligibility for benefits, or the
amount Medicare pays for the health services you receive.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a
collection of information unless it displays a valid OMB control number. The valid OMB
control mumber for this information collection is 0938-0930, The time required to complete
this information coflection is estimated to average 15 minutesper response, including the
time to review instructions, search existing data resources, gather the data needed, and
complete and review the information collection. If you have comments concerning the
accuracy of the time estimate(s) or suggestions for improving this form, please write to:
CMS, 7500 Security Boulevard, Attn; PRA Reports Clearance Officer, Mail Stop C4-26-05,
Baltimore, Maryland 21244-1850.
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m 45006 Request for Copy of Tax Return

{July 2017). # Do not sign this form unless all applicable lines have been completed. OMB No. 1545-0429
» Request may ba rejected if the form is incomplete or illegible.

Department of the Treasu N . .

Inlgmalﬂevenue Service & » For more Information about Form 45086, visit www .irs.gov/form4508.

Tip. You may be able fo get your tax refurn or return Information from other sources. If you had your tax return completed by a paid preparer, they
should be able to provide you a copy of the retumn. The IRS can provide a Yax Return Transcript for many retums free of charge. The transcript
provides mest of the fine entries from the original tax return and usually contains the information that a third parly {such as a morgage ¢company)
requires. See Form 4508-T, Reguest for Transcript of Tax Return, or you can quickly roquest transcripts by using our automated seif-help service
tools. Please visit us at IRS:gov and click on “Get a Tax Transcript...” or cail 1-800-908-9848.

1a Name shown on fax return. i a joint return, enter the name shown first. 1b First social securily number on tax return,
individuat taxpayer identification number, or
emptoyer identification number {see instructions}

2a If a joint retum, enter spouse’s name shown on tax return. 2b Second social security number or individual
taxpayer identification number if joint 1ax return

3 Current name, address {including apl., room, of suite no.), city, state, and ZiP code {see inslructions)

4 Previous address shown on the last retumn filed if different from fine 3 (see instructions)

5 ¥ the tax return is to be mailed to a ihird parly (such as a mortgage company), enter the third parly's name, address, and telephone number.

Caution: If the tax retusn is being mailed to a third party, ensure thal you have filled in lines 6 and 7 before signing. Sign and date the form ence you
have fifed in these lines. Complating these steps helps to protect your privacy. Once the IRS discloses your tax retusn to the third party listed on line
5, the IRS has no control over what the third party does with the information. If you would like to (it the third party's authority to disclose your refurn
information, you can specify this limitation in your written agreemaent with the third pasty.

6 Tax return requesled. Form 1040, 1120, 941, etc. and all altachments as originally submitted te the IRS, including Form(s) W-2,
schedules, or amended returns. Copies of Forms 1040, 1040A, and 104087 are generally available for 7 years from fiting before they are
destroyed by law. Other returns may be available for a longer period of time. Enter only one return number, If you noed more than one
type of return, you must compiate another Farm 4506. »

Nate: §f the copies must be certified for courl or administrative proceedings, checkhere . . . . . . . . . .« . - . - -

7 Year or period requested. Enter the ending date of the year or period, using the mm/dd/yyyy format. If you are requesting more than
eight years or periods, you must aftach another Fores 4506. . .

8 Fee. ThereIs a $50 fee for each return requested. Full payment must be included with your reques! or it will
be rejected. Make your check or money order payable to “United States Treasury,” Enter your SSN, [TIN,
or EIN and "Form 4506 request” on your check or money order, ’ : :

a Costforeachfelil . . .« . . o e e e e $
Number of returns requested online 7 . e e e e e
¢ Tolat cost. Multiply ine 8abyline8b . . . . . . . . . o .. o e o e e 0 v v 0 - $
9 Ifwe cannol find the lax relurn, we wilk refund the fee. If the refund should go 1o the third parly listed onting 5, check here . . . . . [

Caution: Do not sign this form unless all applicable lines hava baen compieted. .

Signature of taxpayer(s). | declare that | am either he taxpayer whose name is Shown on line 12 of 2a, or a person authorized ta obtain the tax return
requested. if the request applies 1o a joind return, al least one spouse must sign, If signed by a corporate officer, 1 percent or more shareholder, padner,
managing member, guardian, 1ax matters pariner, executor, recaiver, adminisirator, frustes, or party other than the taxpayer, | cerlify that | have the authority to
execute Form 4508 on behall of the taxpayer. Note; This form must be received by IRS within 120 days of the signature date.

[ Signatory atiests that he/she has read the attestation clause and upon so reading

declares that he/she has the authority to sign the Form 4506, See instructions. ﬁ’:‘;’:ez:umbe‘ of taxpayer on line
Sign ) Signature (see instructions) ] Date
Here

) Title (i Tine 1a above Is a cerporation, parinership, eslale, or lrust)

I

’ Spouse's signature : Dato
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 41721E Form 45006 (Rev. 7-2017)
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Social Security Administration Form Approved
Consent for Release of Intormation OMB No. 0960-0566

“Instructions for Using this Form .
pommete%hjg form only if you want us to give information or records about you, @ minor, or a legally Incompetent adult, to an
individual or group (for example, a doctor or an Insurance com pan?r). If you'are the natural or adoptive parent or legal guardian,
acting on behalf of a minor chitd, you may complete this form to release only the minor's non-medical records. We may charge a
fee for providing information unrelated to the adminisiration of a program under the Social Security Act.

NOTE: Do not use this form to;

» Request the release of medical records on behalf of a minor child. Instead, visit your local Social Security office or call our toll-
free number, 1-800-772-1213 (TTY-1-800-325-0778), or : : :

* Request detailed information about your earnings or employment history. Instead, complete and m all form SSA-T050-F4. You
can obtain form S8A-7050-F4 from your local Social Security office or online at www.ssa.govionline/ssa-7050 pdf.

How to Complete this Form

We will not honor this form unless all required fields are completed. An asterisk (*} indicates a required field. Also, we will not
honor blanket requests for "any and all records” or the "entire file." You must specify the information you are requesting and you
must sign and date this form, We may charge a fee lo release information for non-program purposes.

~+ Fill in your name, date of birth, and social security number or the name, date of birth, and sacial security number of the person
fo wham the requested information pertains.

+ Flll In the name and address of the person or organization where you want us to send the requested information.
- Specify the reason you want us to release the information.
+ Check the box next to the type(s) of information you want us (o release including the date ranges, where applicable,

« For non-medical information, you, the parent or the legal guardian acting on behalf of a minor child or legally incompetent adult,
must sign and date this form and provide a daytime phone number, :

+ If you are not the individual to whom the requested information pertains, state your relationship to that person. We may require
proof of relationship.

PRIVACY ACT STATEMENT

Section 205(a) of the Social Security Act, as amended, authorizes us to collect the Information requested on this form, We will
use the information you provide to respond to your request for access to the records we maintain about you or to process your
request to release your records to a third party. You do not have to provide the requested information. Your response is
voluntary, however, we cannot honor your request to release information of records about you to anofher person or organization
without your consent. We rarely use the information provided on this form for any purpose other than to respond to redquests for
SSA records information. However, the Privacy Act (5 U.S.C. § 552a(b)) permits us to disclose the information you provide on this
form in accordance with approved routine uses, which include but are not limited o the following:

1.To enable an agency or third party to assist Social Security in establishing rights to Social Security benefits and or coverage;
2'To make determinations for eligibility in simiiar health and income maintenance programs at the Federal, State, and local level;
3.To comply with Federal laws requiring the disclosure of the information from our records; and,

4 To fachitate statistical research, audit, or investigative activities necessary to assure the integrity of SSA programs,

We may also use the information you provide when we match records by computer. Computer matching programs compare our
records with those of other Federal, State, or local government agencies. We use information from these matching programs {0
establish or verify a person's eligibility for Federally-funded or administered benefit programs and for repayment of incorrect
payments or overpayments under these programs. Additional information regarding this form, routine uses of information, and
other Social Security programs is available on our Internet website, www socialsecurity.gov, or at your local Social Security office.

PAPERWORK REDUCTION ACT STATEMENT

This Information collection meets the requirements of 44 U.8.C. § 3507, as amended by section 2 of the Paperwork Reduction
Act of 1995, You do not need to answer these guestions untess we display a valid Office of Management and Budget control
number. We estimate that it will take about 3 minutes to read the instructions, gather the facts, and answer the questions, SEND
OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE, You can find your local Social
Security office through $8A's website at www.socjalsecurity.gov. Offices are also listed under U.S. Government agencies
in your telephone directory or you may call 1-800-772-4213 {TYY 1-800-325-0778). You may send comments on our time
esfimate above to: S8A, 6401 Security Bivd., Baltimore, MD 21935.8401, Send gnly comments relating to our time esfimale

to this address, riot the completed form.

Form SSA-3288 (11-2016) uf
Destroy Prior Editions
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Social Security Administration Form Approved
Cconsent for Release of Information OMB No. 0960-0568

You must complete all required flelds. We wilt not honor your request unless all required fields are completed. (*Signifies a
required field. **Please complete these fields in case we need to contact you abott the consent form).

TO: Social Security Administration

*My Full Name *My Date of Birth *My Social Security Number
{MM/DDIYYYY) .
| authorize the Social Security Administration to release information or records aboutme to:
“NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:

*] want this information released because:
We may charge a fee to release information for non-program purposes.

*Mease release the following information selected from the list below!:
Check at least one box. We will not disclose records unless you include date ranges where applicable.

[ verification of Social Security Number

1

2. 7] Cutrent monthly Social Security benefit amount

3. [} current monthly Supplemental Security Income payment amount

4, [ | My benefitor paymentamounts fromdate . ___ to date __

5. [} My Medicare entittement from date fo date

8. [[] Medical records from my claims folder(s) from date o date
If you want us 1o release a minor child's medicai records, do not use this form. Instead, contact your lecal Social
Security office.

7. ] Complete medical records from my claims folder(s) _

. [} Other record(s) from my file (We will not honor a request for “any and all records" or “the entire file." You must specify

o]

other records: e.g., consultative exams, award/denial notices, benefit apptications, appeals, guestionnalres,
doctor reports, determinations.)

1 am the individual, to whom the requested information or record applies, or the parent or legal guardian of a minor, or the
jegal guardian of a legally incompetent adult. | declare under penalty of perjury (28 CFR § 16.41{d){2004) that | have examined
all the information oo this form and itis true and correct to the best of my knowledge. | understand that anyone who knowingly
or willfully seeking or obtaining access to records about another person under false prefenses is punishable by a fine of up to
$5,000, | also understand that I must pay all applicable fees for requesting information fora non-program-related purposs.

*Signature: *Date:

*Address: . *Daytime Phone:
Relationship (if not the subject of the record): - : **Daytime Phone:

Witnesses must sign this form ONLY if the ahove signature s by mark (X). If signéd by mark (X), two witnesses to the signing
who know the signee must sign below and provide their full addresses. Please print the signee’s name next to the mark {Xyon the
signature line above. '

1.Signature of wilness 2.Signature of withess

Address(Number and street City,State, and Zip Code) Address{Number and street,City,State, and Zip Code)

Form SSA-3288 (11-2016) uf




